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I. Introduction
The global volume of surgery is around 234 million operations per year, and preliminary
estimates from the Disease Control Priorities Project suggests that around 11% of the global
burden of disease can be eliminated through surgical techniques (Ozgediz, 2009). Most of that
11% originates from three main areas: injuries, malignancies, and congenital anomalies, all of
which can be treated using plastic surgery techniques (Debhas, 2006). Although it may be
reasonable to assume that access to surgical services in low-income countries is problematic,
many people may not be aware of the issues surrounding access to surgical care, and more
specifically reconstructive plastic surgery, in a developed nation such as the United States. This
essay aims to use a limited secondary review of the literature to investigate access to
reconstructive plastic surgery in the United States, including how barriers to access change
depending on the socioeconomic status and geographic location of the individual. It will allow
for a deeper understanding of how complicated reconstructive plastic surgery can be, what the
greatest barriers are to accessing care, and how those barriers might be overcome. Throughout
this essay, there will be a focus on two areas of reconstructive plastic surgery, post-mastectomy
breast reconstruction and reconstruction of a cleft lip or palate (CLP), to be used as specific
examples to easier understand accessibility to reconstructive plastic surgery in the United States.
II. Methods
This essay is considered a limited secondary review of the literature because it includes
several, but not all of the resources pertaining to reconstructive plastic surgery in the United
States. The majority of the information for this thesis was obtained through utilization of the
Grand Valley State University Library Database. Key words used in searches included: plastic
surgery, reconstruction, barriers, accessibility, socioeconomic status, geography, disparity,
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cultural competency, and insurance, among others. With limited knowledge of the topic prior to
undertaking this secondary literature review, general searches initially run to determine the
important aspects of this topic. Following this, more specific searches were run for each
important aspect, and several relevant review papers were identified. Each review article
referenced several other articles that were subsequently accessed and investigated. Throughout
the writing process, if issues were identified as needing additional information, supplementary
searches were done through the GVSU Library Database and the National Center for
Biotechnology Information (NCBI). If the information needed was not able to be accessed using
those two tools, general internet searches were used as a last resort.
The rest of the information included in this essay originated from personal interviews.
One interview was with physician volunteers at Operation Smile Nicaragua. Relatively little
information was used as the thesis evolved from a global review of accessibility to a national one
for the sake of clarity and conciseness. The other informational interview was with a
reconstructive and cosmetic plastic surgeon, Dr. DeLuca-Pytell, employed by Beaumont
Hospital in Troy, Michigan. She originally worked in Texas at a hospital with close ties to the
prison and migrant worker populations, and currently works in a very wealthy area of Michigan.
As a result, she has a good idea of concerns relevant to accessibility to surgical services across a
variety of socioeconomic and geographic conditions.
III. Summarized Literature Review
To start, it is best to outline what reconstructive plastic surgery is, and how it differs from
other types of plastic surgery. In broad terms, plastic surgery is defined by the Merriam
Webster’s Dictionary as “a branch of surgery concerned with improving the function or
appearance of parts of the body through reconstructive or cosmetic medical procedures.” Typical
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procedures that come to mind when thinking of plastic surgery are largely cosmetic with an end
goal of cosmetic enhancement, and may include things such as rhinoplasty or breast
augmentation. This essay is particularly interested in the other half of the plastic surgery world,
which is based in reconstruction with a primary goal of restoring appearance and function.
Plastic Surgeon Preference
As a developed nation, many people in the United States have surplus income, and are
turning to cosmetic surgery as a way to improve their images of themselves. This process can be
very lucrative for surgeons in the field, more so than reconstructive surgery. In fact, in 2013,
there were 15.6 million cosmetic procedures performed compared to only 5.8 million
reconstructive surgeries (Newstex, 2016). Unfortunately for those in need of reconstructive
procedures, more and more surgeons are switching to private cosmetic practices due to increased
competition, rising malpractice and overhead costs, and decreased reimbursement for
reconstructive procedures (McInnes, 2012). These trends go hand in hand with the United States
healthcare system, and can be visualized through the disparity in rates of cosmetic and
reconstructive surgeons in two developed nations: the United States and Canada. In Canada, 75%
of plastic surgery practices are based in reconstruction, whereas in the United States the rates are
as low as 50% (McInnes, 2012). This is thought to be the result of two factors; better
reimbursement for surgeons of insurance covered procedures in Canada, and low priority of
reconstructive surgical programs in the United States as a result of lower profit potential
(McInnes, 2012). If a certain program generates less money than others, there is less incentive
for hospital administration to grow that particular program.
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Insurance
One of the biggest concerns with any medical procedure is cost, and whether or not
health insurance will cover all or part of those costs. Without getting into too much technical
terminology, there are two main types of health insurance in the United States. One is a group
health plan, and is provided by an individual’s employer or union, and the other is individual
health insurance, which has two subcategories: private as paid for by the individual, and public
as paid for by the federal government (“Breast Reconstruction”). As far as plastic surgery goes,
as long as the procedure can be deemed medically necessary, it can be covered at least partially
by insurance. Depending on the type of insurance one has, he/she may have to pay a co-pay or
deductible, but the overall out of pocket cost will be lower than without insurance. For
something to be medically necessary, it must include “health-care services or supplies needed to
prevent, diagnose, or treat an illness, injury, condition, disease, or its symptoms and that meet
accepted standards of medicine as well as the treatment of any debilitating symptoms or side
effects created by the condition” (Olmos, 2018). This means that breast augmentation for purely
cosmetic purposes would not be covered by insurance, but breast reduction for back pain or postmastectomy breast reconstruction would. Although this is true for most health insurance, it is not
always the case for government-based health insurance such as Medicare or Medicaid, and
furthermore, not everybody has health insurance in the first place.
Before the Patient Protection and Affordable Care Act (ACA), about 17% of Americans
were uninsured at any given time (Doh, 2012). This legislation attempted to expand access to
healthcare by increasing low-cost options for health insurance, but utilization of these new health
insurance options has not been uniform across the board (Shippee, 2014). According to the U.S.
Census Bureau, in 2009, 15.8% of white people were uninsured, as compared to 21.0% of blacks
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and 32.4% of people from Hispanic origins (U.S. Census Bureau, 2009). Insurance coverage has
been found to be significantly associated with rates of reconstructive surgery. For example, one
study found that while 91% of patients with private insurance underwent post-mastectomy breast
reconstruction, the rates dropped to 7% for those with public insurance, and only 2% for the
uninsured (Shippee, 2014). Although health insurance is important, its presence or absence alone
does not ensure access or quality of care, and there are several other barriers one might face
when seeking access to reconstructive plastic surgery.
Barriers to Accessibility
According to Dr. DeLuca-Pytell, a plastic surgeon from Michigan practicing in the
affluent Beaumont Hospital, there are five main barriers to accessing plastic surgery in the
United States: cost, co-morbidity, physician bias, geography, and education (2018). The cost
barrier is tied closely to the aforementioned insurance issues, but is also related to things such as
transportation to and from surgical appointments, follow-ups, and other travel expenses if one
needs to cover a long distance to obtain surgical care.
Co-morbidity refers to having more than one condition or disease present in an
individual at the same time, and can create complications in any medical procedure, including
reconstructive plastic surgery. One of the main co-morbidities precluding reconstructive surgery
is diabetes, due to the possibility of vasculature issues potentially preventing proper wound
healing (Preminger, 2012). The prevalence of Type 2 diabetes is increased in areas of low
socioeconomic status attributable to several risk factors including obesity, physical inactivity,
and smoking (Connolly, 2000). This is just one reason that individuals of lower socioeconomic
status may have decreased accessibility to reconstructive surgery.
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Physician bias is when the physician or surgeon treats different patients differently for
reasons other than those that are purely medical. Two of the most prominent examples relating to
accessing reconstructive plastic surgery are age and cultural competency. Advanced patient age
has been found to have a significant association with failing to refer an individual to a plastic
surgeon for reconstruction. There are two possible explanations for this; one is the perpetuation
of the perception that breast reconstruction is more important for younger, more sexually active
patients, and second is the misconception that older people will have more co-morbidities that
preclude surgery (Preminger, 2012). Despite this popular opinion, a study of 242 women postmastectomy found that complications with reconstruction of the breast were actually lower in
patients above 60 than those under 60 (August, 1994). Differences between patient and physician
cultures can also create a barrier to accessing quality care. Language barriers alone have been
shown to be associated with more unmet needs, inadequate insurance, and a lack of care in
children with special health care needs, such as those who need to undergo reconstruction for a
cleft lip or palate (Yu, 2004). This can also be seen in rates of post-mastectomy breast
reconstruction between whites, blacks, and high/low acculturated Latinas. Acculturation refers to
the acclimation of an individual to a culture other than their own through education and
adaptation. In a study of 3,252 post-mastectomy patients in Los Angeles and Detroit, 40.9% of
whites underwent reconstruction, as compared to 33.5% of blacks, 41.2% of highly acculturated
Latinas, and only 13.5% of less acculturated Latinas (Alderman, 2009). Through this study, it
was clear to see that the race of the individual on its own did not have as large of an effect on
rates of reconstruction as the level of acculturation, which in the US includes the ability to speak
fluent English. Since the decision making process for post-mastectomy breast reconstruction is
complicated due to a variety of possible surgical approaches, language barriers can reduce the
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patient’s understanding of their options as well as their ability to communicate their desires for
surgery.
Geography is another barrier that can reduce access to any medical service, including
reconstructive plastic surgery. In a study of rural versus urban breast cancer patients, 47% of
those living in an urban area underwent mastectomy, of which 96% underwent reconstruction,
and while the percentage of patients undergoing mastectomy in rural areas was similar at 53%,
only 4% of rural patients also received reconstruction (Shippee, 2014). Furthermore, women
receiving care from large hospitals had nearly twice the odds of a reconstruction compared to
those who received care in small hospitals (Shippee, 2014). This is a trend that has been seen
several times throughout history. In 1988-1995 reconstruction rates were 4.2% for Utah and
4.0% for Iowa, both of which have relatively lower populations compared to metro Atlanta, GA
and San Francisco, CA, which had rates of 16.0% and 8.9% respectively (Polednak, 2000).
Later, in 1998-2002, rates increased but showed a similar trend, with reconstruction rates of
17.9% in Utah and 11.4% in Iowa, compared to 34.7% in Atlanta and 14.4% in San Francisco
(Alderman, 2006). This was not only the case for breast reconstruction, and families of children
with orofacial clefts often cite travel time as one of the greatest areas of concern regarding care
(Cassell, 2014). In the 2014 study by Cassell, over half of the 475 participants had to travel over
an hour to receive care, as most hospitals with the necessary specialties are located in major
urban areas.
Education was the last barrier discussed in the interview with Dr. DeLuca-Pytell, and is
something research has found to be imperative in having a satisfactory experience with surgery
in the United States. Lower education may reduce a patient’s ability to access information about
a procedure, leading to a negative association with reconstruction regardless of race or ethnicity
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(Alderman, 2009). In a study of 626 people across the United States, it was found that the
greatest predictor of eventual reconstruction following mastectomy was medical record
documentation of a discussion about reconstruction with the physician (Greenburg, 2008). The
same study found some curious differences in who actually received a discussion with their
physician. It turned out that younger, more educated, Caucasian women, who were also not
overweight, tended to have more discussions relative to other groups (Greenburg, 2008).
Furthermore, for the people who did have a discussion about reconstruction with their surgeons,
those with an 8th grade education had a 31% chance of undergoing reconstruction, compared to
those with a high school education (56% chance), and college graduates (69% chance)
(Greenburg, 2008). This also ties in with the physician bias barrier, as there are racial and ethnic
variations in physician-patient communication that influence patient perception about the quality
of communication with their physicians (Johnson, 2004). Theoretically it is possible that some
minorities, such as Latinas, have lower rates of reconstruction due to cultural preference, but that
is not what the data shows. Both high and low acculturated Latina women had a 79% satisfaction
with a decision to undergo reconstruction, but highly acculturated Latinas had a 69% satisfaction
with a decision to not undergo reconstruction, compared to less acculturated Latinas with a mere
56% satisfaction with decisions to forgo the operation (Alderman, 2009). This speaks to rates of
reconstruction not being governed by cultural preferences, but perhaps instead by a lack of
understanding of the information presented due to education level.
Aside from the five main barriers presented by Dr. DeLuca-Pytell, there have been other
studies done across the United States that evaluate barriers in slightly different contexts. For
example, one study about orofacial clefts in North Carolina identified a different set of five
barriers to surgery: pragmatics, skills, marginalization, expectations, and knowledge/beliefs
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(Cassell, 2014). In this study, the six most commonly reported barriers to access to care were all
in the pragmatics category, and included time off work (45.3%), long waiting room time
(37.6%), time away from household responsibilities (29.7%), long wait for appointment (27%),
costs (25%), and meeting other family member needs (29.5%) (Cassell, 2014). Inconsistent with
other aforementioned studies, two of the least commonly perceived barriers were doctors not
being fluent in the native language of the patient (3.1%) and doctors not believing in home or
traditional remedies (3.5%) (Cassell, 2014). The discrepancies seen here may have to do with the
nature of the reconstruction; post-mastectomy breast reconstruction has many options from
which the patient must decide, while craniofacial cleft reconstruction is very complicated and
decisions are more physician directed. Another possible reason for this discrepancy was that the
study was done in North Carolina, and 83% of the respondents were young, married, white
women, which could have skewed the observed results (Cassell, 2014). One aspect that was
consistent with results of previous studies was the strong association of maternal health care
coverage with three of the five barrier subscales (skills, marginalization, and knowledge/beliefs)
(Cassell, 2014). The next portion of this essay will cover craniofacial clefts and breast
reconstruction in detail, to better understand how complicated each procedure is, and why access
to reconstructive surgery is so imperative to the health of the affected individuals.
Congenital Abnormality: Cleft Lip or Palate
Normal development of the lip and palate occurs during the embryonic period over the
first 12 weeks of life; during this time, if the two palate shelves do not fuse as they usually do, a
cleft palate can result (Papel, 2006). Clefts lips can be unilateral or bilateral, complete or
incomplete, and may be isolated or present in conjunction with a cleft palate (Papel, 2006).
Clefts can also be associated with over 300 syndromes, early feeding problems, compromised
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airway, abnormalities in growth and development, speech disorders, recurrent ear infections, and
other physiological concerns (Wyszynski, 2002). Each child is different and may have all of
none of the aforementioned complications, which can make treatments, including surgery,
difficult. In fact, facial reconstructive surgery is one of the top three riskiest plastic surgery
procedures (Newstex, 2016).
Orofacial clefts are one of the most prevalent birth defects in the United States at 1/960
live births (Parker, 2010). The rates are still high despite prevalence having decreased in
countries where prenatal examination allows for early diagnosis and possible abortion of the
fetus (Santoni-Rugiu, 2007). Throughout history, many congenital abnormalities, including CLP,
have been considered evidence of the presence of an evil spirit, and even Plato said that
drowning or abandoning affected children was an appropriate means of ridding the society of
evil omens (Santoni-Rugiu, 2007). It took until 1600 for Fabricius ab Aquapendente to suggest
the theory of abnormal embryo development as an explanation for the occurrence of a CLP, and
although this is still the current accepted explanation, some people still believe that the reason for
abnormal embryonic development is religious or superstitious in nature (Santoni-Rugiu, 2007).
As far as treatment is concerned, the first documented reconstruction of CLP was 390
B.C. in China on an 18 year old male; his instructions were to avoid moving his mouth for 100
days and the surgery was a success (Santoni-Rugiu, 2007). By the 17th century, it was declared
by Hendrik van Roonhuysen that surgery is more effective on a child 3-4 months old, and
although anesthetic techniques have changed from red wine to more complicated chemical
compounds, the 3-6 month old time frame is still accepted as standard practice in 2018 (SantoniRugiu, 2007). In the 21st century, most all children with CLP receive a tympanostomy tube
placed in their ear at the same time as reconstructive surgery to their lip and palate in order to
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prevent chronic ear disease, which is a co-morbidity experienced at high rates in individuals with
CLP (Papel, 2006). Starting at two years old, children are monitored to see if they have a
velvopharyngeal insufficiency (inadequate physiology of the throat which affects speech
patterns), with subsequent surgery for those identified as having this abnormality (Papel, 2006).
Due to the numerous surgeries and associated travel costs, the average patient incurs over
$100,000 in medical expenses over a four year period after initial reconstruction. (Wes, 2018).
Since reconstructive surgery is so expensive for individuals with CLP, insurance
coverage is a must. Congenital abnormalities such as CLP are usually identified at birth, and if
the family is uninsured at the time, the child would be assigned a social worker and case manager
to help them obtain insurance before undergoing reconstruction (DeLuca-Pytell, 2018).
Unfortunately, many of those children end up on public insurance such as Medicaid or CHIP
(Children’s Health Insurance Program), and specialty care may be more difficult to obtain. A
study in 2011 found that in an urban area with a high number of specialists available, 66% of
callers with public insurance were denied an appointment, while only 11% of callers with private
insurance were denied (Bisgair, 2011). Furthermore, of the individuals who were able to obtain
an appointment, children with public insurance waited an average of 42 days to see a specialist,
while children with private insurance such as Blue Cross Blue Shield only had to wait an average
of 20 days (Bisgair, 2011).
One of the most recent developments in reconstruction of CLP is the realization that for
the most satisfactory results, surgeons need to operate on CLP patients frequently, and work in
interdisciplinary teams (Santoni-Rugiu, 2007). A surgeon who performs similar surgeries several
times each year will be better equipped to handle any complications that may arise. A study of
over 20,000 patients found that subjects undergoing cleft palate repair at a high volume
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institution had significantly less risk of experiencing a complication than those who underwent
repair at a low volume hospital (Wes, 2018). In this study, the ten hospitals that were deemed
“high volume” accounted for 38.4% of the total surgeries, most of which were teaching hospitals
located in urban areas of high population (Wes, 2018). In fact, even though CLP is one of the
most common congenital abnormalities, many community hospitals may only see one case every
few years, and due to this, healthcare workers in these hospitals are ill prepared to manage the
abnormality after the child is born (Wyszynski, 2002).
Another problem with CLP reconstruction is that facial structure, skin type, scarring, and
the ability to disguise facial incision varies widely among different ethnic groups (Papel, 2006).
Minority populations may face less than satisfactory care from their surgical team, due to a lack
of understanding of patient desires by the physician that could otherwise allow the individual to
maintain a healthy self-image (Papel, 2006). Generally, coordination between the primary care
provider, the cleft palate team, and the family gives optimal outcomes; however, this
coordination may be difficult to maintain if the individual lives in an area far from a major
hospital, or lives in a low-income situation hindering transportation or time off work
(Wyszynski, 2002). There are a few services available in the United States to help out families
who are struggling to pay for services related to the repair of CLP, but they will be discussed
later in the area of possible solutions to the problem.
Breast Reconstruction
Post-mastectomy breast reconstruction is an area of plastic surgery that can be used to
illustrate different aspects of reconstruction and possible barriers to access to care. According to
the American Cancer Society, an estimated 232,340 women will be diagnosed with breast cancer
in the United States each year (Shippee, 2014). Of these, an average 37% of women will undergo
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mastectomy as a treatment for their breast cancer, and depending on a variety of conditions,
some of those individuals will also undergo reconstruction (Habermann, 2010). Before
reconstruction, the individual must have a consultation with their reconstructive plastic surgeon
to discuss whether or not they are a candidate for reconstruction, and if they are, what options are
available to them and the side effects of each (DeLuca-Pytell, 2018). There are three main types
of breast reconstruction: one is to remove the breast(s) and reconstruct using extra muscle from
the body such as a latissimus dorsi flap, another is to remove the breast(s) and reconstruct using
an implant, and the third is to remove the cancerous part of the breast in a lumpectomy instead of
a mastectomy (DeLuca-Pytell, 2018). The first two surgeries are typically done during one
appointment, but the third option requires the individual to come in three separate times; once for
the lumpectomy, another to make the non-affected breast visually balanced, and a third to follow
up with radiation or chemotherapy (DeLuca-Pytell, 2018). Since this option requires more
appointments than the other two, the use of breast conserving therapy is higher in teaching
hospitals and centers located in urban areas (Nattinger, 1992). All in all, a breast reconstruction
with full reconstruction of the beast, areola, and nipple could take up to a year (DeLuca-Pytell,
2018).
In the past several decades, legislation has been passed to increase patient accessibility to
post-mastectomy breast reconstruction. In 1998, The Women’s Health and Cancer Rights Act
(WHCRA) was put in place to ensure all insurance plans that cover breast cancer treatment also
cover implants, reconstruction of the breast on which the mastectomy was performed, and any
surgery needed on the other breast to produce a balanced appearance. This law also requires
insurance providers to notify their customers of this coverage at the time of enrollment as well as
every subsequent year (“Breast Reconstruction”). Unfortunately, as was mentioned previously,
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not all women have insurance coverage, and health insurance rates are disproportionately low in
minority populations.
Temporarily ignoring issues regarding cost of the operation and insurance coverage, there
are several additional layers of complexity to obtaining breast reconstruction. First and foremost,
even though reconstruction may be covered, not everyone is informed about reimbursement.
There is a significant association between obtaining information before surgery and undergoing
reconstruction (Tarkowski, 2017). This was illustrated in a study of nearly 600 patients, where of
the 313 referred to a plastic surgeon, 91.7% actually ended up having reconstruction, and of the
287 patients not referred, none underwent reconstruction (Preminger, 2012). Unfortunately, even
if a patient is referred to a plastic surgeon and informed of reimbursement from insurance there
are still barriers to accessing care.
The location of an individual looking to undergo breast reconstruction can have a big
impact on whether or not they undergo reconstruction, and if they do, whether or not it is
immediate or delayed. In an assessment of 1,130 women in North Carolina, compared to those
who lived within 10 miles of the nearest breast reconstructive surgeon, women who lived 10-20
miles away had a 22% lower chance of receiving reconstruction, and over 20 miles away had a
27% lower chance (Roughton, 2016). Additionally, women living in rural counties were 63%
more likely to receive delayed reconstruction instead of immediate (Roughton, 2016). In general,
the rates of immediate breast reconstruction (IBR) rest around 33-36%, and are associated with
urban areas, as well as younger age, fewer chronic conditions, and private insurance (Wexelman,
2014). The reasoning behind this is thought to be that younger patients are in general more
educated, and are more likely to engage their provider in a discussion about reconstruction, and
that women with public insurance may work at a job that does not allow for schedule flexibility
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(Wexelman, 2014). A large discrepancy was seen between the national average rates of IBR and
the average rate of IBR seen in West Virginia, because all 55 counties in West Virginia are in the
largely rural Appalachian region (Holliday, 2017). Rates of IBR did increase over the ten year
period from 4% (2006-2010) to 17.2% (2011-2015), probably due to implementation of the
ACA, but at the end of the study, rates were still only half of the national average (Holliday,
2017).
In addition to geographic isolation, a 2011 report to congress from the Medicaid and
CHIP Payment and Access Commission (MACPAC) indicated that the population of people on
Medicaid is disproportionately high in medically underserved communities, which already have
huge shortages of healthcare workers (Rosenbaum, 2014). This is largely due to payment issues
that physicians have to negotiate when dealing with individuals on Medicaid, leading them to be
less likely to take on Medicaid patients. In 2009, MACPAC reported that 88% of physicians
were willing to take on new privately insured patients, but only 65% were willing to take on new
publically insured patients (Rosenbaum, 2014). In areas of low socioeconomic status, there is on
average less income per family, and since physicians need to make a living through their
practice, they are less likely to set up in areas where they can’t make as much money.
If all issues of geography and cost are taken out of the picture, some women still prefer to
opt out of reconstructive surgery. In the interview with Dr. DeLuca-Pytell, the main reason
women do not care to undergo reconstruction is the overwhelming number of decisions to make.
Breast cancer is not an easy illness to deal with in the first place, and often times, the women
have already seen so many doctors and specialists that one more thing is just too much. The
patients have spent so much time seeing oncologists, radiologists, and getting bloodwork done
that they avoid reconstructive surgery solely to avoid seeing another doctor (DeLuca-Pytell,
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2018). In fact, in a study of nearly 500 women, 48.5% of those who did not undergo
reconstruction stated the main reason being avoidance of additional surgeries (Morrow, 2014).
The aforementioned sentiment was seen in all women regardless of race, but the black and Latina
populations also reported concerns of not being able to take time off work or family
responsibilities, and a lack of insurance coverage (Morrow, 2014). The same study aimed to
assess the satisfaction with the decision making process as a whole, and in general most women
reported a 3.9 on a 5 point Likert Scale, indicating at least moderate satisfaction (Morrow, 2014).
Dissatisfaction with the decision making process (a score of less than 3) was significantly
associated with being black or Latina, but did not show strong associations with income or
educational levels (Morrow, 2014). This alludes to the possibility of differences of values
between cultures, and some sort of barrier in patient-physician communication.
Implications of Reconstructive Plastic Surgery
Reconstructive plastic surgery is definitely helpful in terms of function, but is also helpful
in the psychological sense. For a child with CLP, there are the obvious concerns of feeding
problems or a compromised airway, but there are also psychological concerns of fitting in with
peers throughout their life or having a more “normal” physical appearance. A link has been
established between children with craniofacial conditions and behavioral and emotional
difficulties. These include aggressive or defiant behavior as well as psychological problems such
as social inhibition, anxiety, and depression among others (Richman, 1976). Through
reconstructive plastic surgery, the difference in appearance due to CLP can be minimized, and
the subsequent negative psychological and behavioral effects can be lessened.
Post-mastectomy breast reconstruction is an area of plastic surgery that also has
significant psychological implications. Women who undergo mastectomy but do not undergo
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reconstruction may experience disfigurement leading to depression, anxiety, reduced sexual
functioning, and impaired overall quality of life (Fingeret, 2014). These difficulties are all related
to body image, which is defined by Fingeret as a “multidimensional construct involving
perceptions, thoughts, and feelings about the entire body and its functioning” (2014). Women
who have received successful breast reconstruction were found to have significantly higher
satisfaction with the appearance of their breasts than those who only had a mastectomy, and they
also had better psychological, sexual, and physical functioning outcomes (Eltahir, 2013). The
type of reconstruction, immediate breast reconstruction (IBR) versus delayed breast
reconstruction (DBR), also has an effect on the psychological outcome of reconstructive plastic
surgery. One study found that rates of anxiety and depression were lower in those with IBR than
those with DBR, and that rates of body image and self-esteem were higher in those with IBR
than those with DBR (Al-Ghazal, 2000). As far as satisfaction with one method over the other,
95% of IBR patients reported they would still prefer IBR, and after the surgery, 76% of DBR
patients reported they would have preferred IBR; furthermore, 94% of IBR patients were
very/moderately satisfied as compared to only 73% of DBR patients (Al-Ghazal, 2000).
IV. Results
In total, barriers to accessing care in the United States are all related, and many of the
discussed issues are cyclic in nature. One barrier intensifies another, which intensifies several
others, which in turn go back and intensify the first, and so on and so forth. As described in the
literature, low socioeconomic status in addition to isolated geographic location leads to
decreased accessibility to medical care, especially in a specialty such as reconstructive plastic
surgery. Socioeconomic status is multifactorial, and is a measure of an individual’s economic
and social standing in relation to others based on income, education, and occupation
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(“Socioeconomic Status”). If an individual is one of lower income, they may be less likely to
seek out higher education due to financial difficulties, and as a result, may end up working a
lower status job that is not forgiving for time off work. People with a low socioeconomic status
also tend to have lower educational levels, and subsequently they may not have a job that
provides health insurance benefits. Furthermore, they may not understand the importance of
reconstructive plastic surgery, or the entirety of their related options. As observed through the
literature, these both also lead to a decreased accessibility to surgical care.
Lastly, those of a low socioeconomic status may lead less healthy lives because of a lack
of money and/or education, leading to more co-morbidities such as diabetes or cardiovascular
disease. The presence of these co-morbid conditions results in difficulty obtaining surgical
services, because surgeons do not want to operate on individuals with a high level of risk.
Unfortunately, as seen through the literature, there is a disproportionately high rate of minority
individuals living at a low socioeconomic status (SES). The reason for this is also multifactorial,
but could be due to previously discussed issues of low cultural competency, and possible
subsequent discrimination. Along with the concept of increased risk behavior as a result of low
SES, minority populations and those living in rural areas are disproportionately affected by
tobacco use and related diseases (“American Lung Association”). Reports from the CDC state
that although minority populations have high rates of smoking, they also indicate a desire to quit.
Unfortunately, compared to other populations they are also the least successful at quitting due to
lower access to, and use of, cessation treatments of medication or counseling (“Centers for
Disease Control”). This is relevant to accessibility to reconstructive surgery because maternal
health, smoking included, is a risk factor for the abnormal development of a fetus resulting in
CLP (Richards, 2015). Smoking is also a significant risk factor for the development of major
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complications following post-mastectomy breast reconstruction (Lin, 2001). Due to the cyclic
nature of this problem, those of a lower SES have a higher likelihood of needing reconstruction
due to a congenital anomaly, and also may have a harder time obtaining other types of
reconstruction due to the possibility of complications. This particular web of barriers
encompasses more than just minority populations, and as mentioned previously, extends to rural
communities.
As discussed in the review of the literature, geographically isolated areas generally have
lower rates of reconstruction, and more self-reported barriers to surgical care. It is easy to
assume the only reason this discrepancy exists is a result of physically being further away from a
reconstructive plastic surgeon, but there may be more at play. A survey of over 42,000 adults in
the United States found that residents of rural communities were significantly less employed, less
educated, less insured, and had lower incomes compared to their urban counterparts
(Agunwamba, 2016). Additionally, individuals living in a rural environment as opposed to urban
had a significantly higher risk (R=1.10) of smoking, even after adjustment for age, gender, race,
marital status, education, income, and insurance (Agunwamba, 2016). Geographic isolation may
be the main reason reconstruction is observed less frequently in rural areas, but being isolated
also leads to a higher risk of low socioeconomic status, both of which lead to decreased
accessibility to reconstructive surgical care.
V. Discussion/Conclusion
People across the United States are unable to access the reconstructive plastic surgery
that they deserve, and because of the interconnected nature of barriers to care, fixing this
problem is not as easy as implementing a single solution. However, there are several things that
can be done to start to improve the accessibility to surgical care. These include implementation
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of programs to help the less fortunate, incentives for surgeons to work in underserved
communities, breakdown of cultural barriers to increase patient-physician communication, and
most importantly, education.
Programs to help the less fortunate are present around the world, but helping individuals
gain access to specialized reconstructive surgical procedures is not seen nearly as much as one
might like. Globally, there are programs like Operation Smile; an organization of volunteer
health-care workers who provide free reconstructive plastic surgery to children with CLP without
access to medical services (Operation Smile, 2017). Although these programs are important, they
are mainly located in developing nations and do not help with accessibility issues in the United
States. The one national program in the United States that does provide easier access to CLP
reconstruction is myFace. This non-profit organization, previously known as the National
Foundation for Facial Reconstruction (NFFR), was established in 1963 and is dedicated to
providing treatment and financial assistance to anyone with a facial deformity or abnormality
regardless of severity, length of treatment, or family’s ability to afford care (“We Are myFace”).
Over 70% of patients treated through this organization come from low income families, and
myFace will pay for round trip tickets on Southwest Airlines (through a substantial grant donated
by the airline), as well as apartments for out of town families to stay at (“We Are myFace”).
There are also several states that have programs dedicated to helping children with a variety of
special healthcare needs, some of which serve children affected by CLP. Although the existence
of these programs is promising, insurance coverage can be a prerequisite to obtaining care, and
as previously discussed, not everyone has health insurance.
Another possible solution to the issue of access to reconstructive plastic surgery is
providing incentives to surgeons willing to work in underserved communities. One of the reasons
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that there is so little access to surgical care in minority or rural communities is the low number of
healthcare workers who want to work in those locations. Motives for this include lifestyle
concerns of limited social and cultural opportunities, a high percentage of Medicaid/Medicare
and self-pay patients, and competition from better stocked urban hospitals (Full, 2001).
Fortunately, there are a few things that can be done to encourage healthcare workers to consider
moving their practice to a typically underserved community. One method is to have recently
graduated medical school students operate for minimal cost in these areas. For example, the
Detroit Medical Center has a residency training program for the poorly insured. Here, the doctors
in training are able to get the surgical experience they need while providing these services at a
lower, and more manageable cost (DeLuca-Pytell, 2018). Other program types include the
Continuity Care Program of New York State University, where medical students spend half of
their third year shadowing a rural primary care physician (PCP), and the Philadelphia Jefferson
Medical College’s Physician Shortage Area Program, which reserves 24 of their 223 annual slots
for students committed to participating in rural family medicine (Perch, 1997). Understandably,
basic care needs to come before specialized care, and the aforementioned programs are almost
always focused on increasing the number of PCPs over specialized healthcare workers.
Introducing programs that are specific to different areas of medicine is just the next step in
increasing accessibility to underserved populations. Regardless, physicians raised in urban
environments often have a difficult time appreciating the importance of rural practices, and one
of the most important factors to increase physician interest in rural areas is increasing education
surrounding rurality during medical school (Chan, 2005). Increased awareness of the issue, along
with specific programs designed to attract healthcare workers may assist in increasing the overall
access to care.
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Breaking down cultural barriers to increase patient-physician communication is a
different route to increasing accessibility to medical services, including reconstruction. As
discussed previously, language and other cultural barriers lead to decreased understanding of
options, and less use of specialized healthcare services. There exists a huge distinction between
potential and realized accessibility; minority populations may live in an urban area with plenty of
plastic surgeons and may be able to apply for health insurance, but because they can’t
communicate effectively with their physicians, they aren’t able to realize their full potential. It is
essential for medical professionals to look at each patient as an individual with unique values and
desired outcomes, and take the necessary time to make sure each patient is aware of all options.
This may require the presence of a translator or presenting the material in different ways, and is
something that should be discussed heavily in medical school training.
Lastly, and possibly most important, is increasing education on reconstructive plastic
surgery across all levels: potential recipients, care providers, and policymakers. Since the United
States is a developed nation, it may be easy for someone to assume that access to medicine is a
given. This is not always the case, and increased awareness surrounding these issues is a key to
eventual resolution. If politicians were more educated on some of the main concerns, there is a
higher likelihood that they might care enough to pass legislation to develop more government
supported reconstructive surgery programs. The same could be said for medical school
policymakers, and programs related to increasing cultural competency and physician
participation in underserved areas. Along with education of institution leaders and physicians,
the education of the patients themselves plays a huge role in realization of access to
reconstructive plastic surgery.
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As discussed previously, The Women’s Health and Cancer Rights Act of 1998 maintains
that if insurance covers mastectomy, reconstructive surgery must also be covered. The major
issue with this is not all populations are informed to the same extent. One of the biggest
determinants of obtaining post-mastectomy reconstructive care is the discussion of options with a
reconstructive surgeon, and certain minority subgroups are disproportionately uninformed.
Although informing all patients is not currently mandatory, there is legislation in the works to
rectify this discrepancy. The Breast Cancer Patient Education Act will require the Secretary of
Health and Human Services to implement an educational campaign informing all women of their
federal right to breast reconstruction, as well as provide each individual on options that will work
best for their recovery plan (“Breast Cancer”). This act is a good first step to increasing patient
education, but since it is specific to post-mastectomy reconstructive plastic surgery, it is not a
generalizable solution.
Reconstructive plastic surgery should be readily accessible to every person in the United
States regardless of socioeconomic status or geographic location. Unfortunately, without
addressing the issues presented throughout this essay, this will not be a reality. Increasing
awareness of the problem is the first step in improving access to these surgical services. Only
once the issues are defined can there be any attempt made to resolve them. By increasing
resources and effort, there can be an increase in accessibility to reconstructive plastic surgery.
This can in turn help to decrease the national burden of disease and improve the lives of many.

25

References
Agunwamba, A., Kawachi, I., Williams, D., Finney-Rutten, L., Wilson, P., Viswanath, K.
(2016). Mental health, racial discrimination, and tobacco use differences across ruralurban California. The Journal of Rural Health, 33(2). 180-189.
https://doi.org/10.1111/jrh.12182
Alderman, A., Hawley, S., Janz, N. et al. (2009). Racial and ethnic disparities in the use of postmastectomy reconstruction: Results from a population based study. Journal of Clinical
Oncology, 27(32). 5325-5330. doi:10.1200/JCO.2009.22.2455
Alderman, A., Wei, Y., Birkmeyer, J. (2006). Use of breast reconstruction after mastectomy
following the women’s health and cancer rights act. Journal of the American Medical
Association, 295(4). 387-388. doi:10.1001/jama.295.4.387
Al-Ghazal, S. K., Sully, L., Fallowfield, L., Blamey, R. W. (2000). The psychological impact of
immediate rather than delayed breast reconstruction. European Journal of Surgical
Oncology, 26(1). 17-19. https://doi.org/10.1053/esjo.1999.0733
August, D., Wilkins, E., Rea, T. (1994). Breast reconstruction in older women. Surgery, 115(6).
663-668. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/8197555
Bisgair, J., Rhodes, K. (2011). Auditing access to specialty care for children with public
insurance. The New England Journal of Medicine, 364(24). 2324-2333.
doi:10.1056/NEJMsa1013285
Breast Cancer Patient Education Act. American Society of Plastic Surgeons. Retrieved from
https://www.plasticsurgery.org/for-medical-professionals/advocacy/key-issues/breastcancer-patient-education-act
Breast Reconstruction Insurance Coverage. Retrieved from
breastreconstruction.org/breast_reconstruction_insurance_coverage.html
Cassell, C. H., Strassel, P., Mendez, D. D., Lee, K. H., Krohmer, A., Meyer, R. E., Strauss, R. P.
(2014). Barriers to care for children with orofacial clefts in North Carolina. Clinical and
Molecular Tetrology, 100(11). 837-847. https://doiorg.ezproxy.gvsu.edu/10.1002/bdra.23303
Chan, B., Degani, M., Chrichton, T., Pong, R., Rourke, J. (2005). Factors influencing family
physicians to enter rural practice: Does rural or urban background make a difference?
Canadian Family Physician, 51. 1246-1247. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1479469/
Debhas, H., Gosselin, R., McCord, C. et al. (2006). Surgery in disease control priorities in
developing countries: Second edition. New York: NY. Oxford University Press.
Retrieved from https://www.ncbi.nlm.nih.gov/books/NBK11719/
Deluca-Pytell, D. (2018, July 6). Personal Interview.
Doh, S. (2012). Health insurance and racial disparity in the United States. International Review
of Public Administration, 17(1). 79. Retrieved from
http://search.proquest.com.ezproxy.gvsu.edu/docview/1178912282?accountid=39473

26

Eltahir, Y., Werners, L., Dreise, M., Emmichoven, I. et al. (2013). Quality-of-life outcomes
between mastectomy alone and breast reconstruction: Comparison of patient-reported
BREAST-Q and other health-related quality-of-life measures. Plastic and Reconstructive
Surgery, 132(2). 201-209. doi:10.1097/PRS.0b013e31829586a7
Fingeret, M. C., Nipomnick, S., Guindani, M., Baumann, D., Hanasono, M., Crosby, M. (2014).
Body image screening for cancer patients undergoing reconstructive surgery. Journal of
the Psychological, Social, and Behavioral Dimensions of Cancer, 23(8), 898–905.
https://doi-org.ezproxy.gvsu.edu/10.1002/pon.3491
Full, J. (2001). Physician recruitment strategies for a rural hospital. Journal of Healthcare
Management; Chicago, 46(4). 277-282. Retrieved from
http://search.proquest.com.ezproxy.gvsu.edu/docview/206724578?accountid=39473
Grimes, C. E., Bowman, K. G., Dodgion, C. M., Lavy, C. B. (2011). Systematic review of
barriers to surgical care in low-income and middle-income countries. World Journal of
Surgery, 35(5). 941-950. DOI:10.1007/s00268-011-1010-1
Greenburg, C., Schneider, E., Lipsitz, S. et al. (2008). Do variations in provider discussions
explain socioeconomic disparities in post-mastectomy breast reconstruction? Journal of
the American College of Surgeons, 206(4). 605-615.
doi:10.1016/j.jamcollsurg.2007.11.017
Holliday, T. L., Suggs, P. D., Thompson, S. N., Richmond, B. K. (2017). Disparities in rural
breast cancer care: Factors affecting choice of breast reconstruction in a West Virginia
tertiary care hospital. The American Surgeon, 83(7). 717-721. Retrieved from
http://search.proquest.com.ezproxy.gvsu.edu/docview/1926530875?accountid=39473
Johnson, R., Roter, D., Powe, N., Cooper, L. (2004). Patient race/ethnicity and quality of patientphysician communication during medical visits. American Journal of Public Health,
94(12). 2084-2090. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448596/tool=pmcentrez&report=
Lin, K., Johns, F., Gibson, J., Long, M., Drake, D., Moore, M. (2001). An outcome study of
breast reconstruction: Pre-surgical identification of risk factors for complications. Annals
of Surgical Oncology, 8(7). 586-591. https://doi.org/10.1007/s10434-001-0586-3
McInnes, C. W., Courtemanche, D. J., Verchere, C. G., Bush, K. L., Arneja, J. (2012).
Reconstructive or cosmetic plastic surgery? Factors influencing the type of practice
established by Canadian plastic surgeons. The Canadian Journal of Plastic Surgery,
20(3), 163–168. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3433812/
Miller, R., Reese, G., Kroll, S. et al. (2007). Microvascular breast reconstruction in the diabetic
patient. Plastic and Reconstructive Surgery, 119(1). 38-45.
doi:10.1097/01.prs.0000244745.21562.58
Morrow, M., Li, Y., Alderman, A. (2014). Access to breast reconstruction after mastectomy and
patient perspectives on reconstruction decision making. Journal of the American Medical
Association, 149(10). 1015-1021. doi:10.1001/jamasurg.2014.548

27

Nattinger, A., Gottleib, M., Veum, J., Yahnke, D., Goodwin, J. (1992). Geographic variation in
the use of breast conserving treatment for breast cancer. New England Journal of
Medicine, 326(17). 1102-1107. Retrieved from
http://search.proquest.com.ezproxy.gvsu.edu/docview/223954059?accountid=39473
Newstex Finance & Accounting Blogs. (2016). Wall St. cheat sheet: The 3 most dangerous types
of plastic surgery. Chatham, MA: Newstex. Retrieved from
http://search.proquest.com.ezproxy.gvsu.edu/docview/1761800198/fulltext/A6831CF7B4
AA444FPQ/1?accountid=39473
Ngui, E., Flores, G. (2006). Satisfaction with care and ease of using health care services among
parents of children with special health care needs: The roles of race/ethnicity, insurance,
language, and adequacy of family centered care. Pediatrics, 117(4). 1184-1196.
doi:10.1542/peds.2005-1088
Olmos, M. (2018, September 16). What medically necessary means and how it affects your
medicare coverage. Retrieved from https://medicare.com
Operation Smile Nicaragua. (06 May, 2017). Personal Interview.
Ozgediz, D., Hsia, R., weiser, T., Gosselin, R., Spiegel, D., Bickler, S. (2009). Population health
metrics for surgery: Effective coverage of surgical services in low income and middle
income countries. World Journal of Surgery, 33. 1-5. DOI:10.1007/s00268-008-9799-y
Papel, I., Frodel, J., Holt, R. (2006). Facial plastic and reconstructive surgery: Second edition.
Thieme Medical Publishers, Inc. Retrieved from
https://ebookcentral.proquest.com/lib/gvsu/reader.action?docID=271940&query=
Parker, S. E., Mai, C. T., Canfield, M. A., et al. (2010). Updated national birth prevalence
estimates for seleced birth defects in the United States, 2004-2006. Birth Defects Res And
Molecular Teratology, 88. 1008-1016. Retrieved from
https://www.ncbi.nlm.nih.gov/pubmed/20878909
Perch, A., Yallapragada, R., Birkenmeyer, B., Authement, J., Roe, C. (1997). Recruitment of
primary healthcare physicians in rural areas. Hospital Topics, 75(4). 29-33. Retrieved
from http://proquest.search.com.ezproxy.gvsu.edu/docview/57712849?accountid=39437
Polednak, A. (2000). Geographic variation in post-mastectomy breast reconstruction rates.
Plastic and Reconstructive Surgery, 106(2). 298-301. Retrieved from
https://www/ncbi.nlm.nih.gov/pubmed/10946927
Preminger, B., Trencheva, K., Chang, C., Chiang, A., El-Tamer, M., Ascherman, J., Rohde, C.
(2012). Improving access to care: Breast surgeons, the gatekeepers to breast
reconstruction. Journal of the American College of Surgeons, 214(3). 270-276.
https://doi.org/10.1016/j.jamcollsurg.2011.11.014
Richards, A. M., Dafydd, H., Wei, F. (2015). Key notes on plastic surgery. John Wiley & Sons.
Retrieved from
https://ebookcentral.proquest.com/lib/gvsu/reader.action?docID=1811432&query=
Richman, L. (1976). Behavior and achievement of cleft palate children. Cleft Palate Journal, 13.
4-10. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/1060525

28

Rosenbaum, S. (2014). Medicaid payments and access to care. New England Journal of
Medicine, 371(5). 2345-2347. doi:10.1056/NEJMp1412488
Roughton, M., DiEgidio, P., Zhou, L. et al. (2016). Distance to a plastic surgeon and type of
insurance plan are independently predictive of post-mastectomy breast reconstruction.
Plastic and Reconstructive Surgery, 138(2). 203-211.
doi:10.1097/PRS.0000000000002343
Santoni-Rugiu, P., Sykes, P. J. (2007). A history of plastic surgery. New York, NY: Springer
Berlin Heidelberg. Retrieved from https://link-springercom.ezproxy.gvsu.edu/book/10.1007%2F978-3-540-46241-5
Shippee, T. P., Kozhimannil, K. B., Rowan, K., Virnig, B. A. (2014). Health insurance coverage
and racial disparities in breast reconstruction after mastectomy. Women’s Health Issues,
24(3). 261-269. https://doi.org/10.1016/j.whi.2014.03.001
Siemionow, M. Z., Eisenmann-Klein, M. (2010). Plastic and reconstructive surgery. London,
England: Springer London. Retrieved from https://link-springercom.ezproxy.gvsu.edu/book/10.1007%2F978-1-84882-513-0
Socioeconomic Status. Retrieved from https://www.apa.org/topics/socioeconomic-status/
Tarkowski, R., Szmigiel, K., Rubin, A., Borowiec, G., Szelachwska, J., et al. (2017). Patient’s
education before mastectomy influences rate of reconstructive surgery. Journal of Cancer
Education, 32(3). 537-542. DOI:10.1007/s13187-016-0982-9
U.S. Census Bureau. (2006). Income, Poverty, and Health Insurance Coverage in the United
States: 2005. U.S. Department of Commerce. Retrieved from
http://www.census.gov/prod/2006pubs/p60-231.pdf
We Are myFace. Retrieved from https://www.myface.org/our-story/
Wes, A., Mazzaferro, D., Naran, S., Bartlett, S., Taylor, J. (2018). Cleft-palate repair: Does
hospital case volume impact outcomes or cost? Plastic and Reconstructive Surgery,
141(5). 1193-1200. doi:10.1097/PRS.0000000000004292
Wexelman, B., Schwartz, J. A., Lee, D., Estabrook, A., Thu Ma, A. M. (2014). Socioeconomic
and geographic differences in immediate reconstruction after mastectomy in the United
States. The Breast Journal, 20(4). 339-346. https://doiorg.ezproxy.gvsu.edu/10.1111/tbj.12274
Women’s Health and Cancer Rights Act (WHCRA). Retrieved from
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-InsuranceProtections/whcra_factsheet.html
Wyszynski, D. (2002). Cleft Lip and Palate: From Origin to Treatment. New York, NY: Oxford
University Press. Retrieved from
https://ebookcentral.proquest.com/lib/gvsu/reader.action?docID=4704279&query=
Yu, S. M., Nyman, R. M., Kogan, M. D., et al. (2004). Parent’s language of interview and access
to care for children with special healthcare needs. Ambulatory Pediatrics, 4(2). 181-187.
https://doi-org.ezproxy.gvsu.edu/10.1367/A03-094R.1

